Background: In the context of a growing obesity pandemic in sub-Saharan African countries little is known on how to address the problem /disease in the region. Methods: A randomised controlled trial of walking to decrease obesity was conducted using 115 women employed at the University of Venda, Limpopo province. 49 of these participants were randomly selected into an intervention group, which walked for 30 minutes, 3 days per week for a period of 12 weeks on treadmills located in the university gym. The control group were instructed to continue with usual activities. Baseline and follow-up body mass index (BMI), waist circumference, blood pressure (BP), body size discrepancy (measured by a feel-minus-ideal (FID) index), and physical activity were collected on all participants. Results: The absolute changes in BMI, waist, systolic and diastolic BP in the intervention group was -0.80, -1.50, -4.02 and -2.37, respectively. In contrast, the absolute changes for these were +1.05, +1.73, +4.64 and +4.94, respectively in the control group. The results of the FID analysis showed that most had a desire for thinness. Conclusion: Our data demonstrates that positive changes in BMI, waist, and BP were observed in the intervention group, indicating the potential scalability of the intervention.
Introduction
The obesity pandemic continues to increase in developing low and middle income and sub-Saharan African (SSA) countries, while in more affluent countries the prevalence of obesity seems to have attenuated. 1 Women are noticeably more affected than men, and in the SSA region, Black South African women appear to have the highest prevalence of obesity. 2 Consequently, obesity-related non-communicable diseases (NCD) such as chronic elevated blood pressure are increasing in this group. 3, 4 A study of Black South African women living in Soweto suggests that risk factors for elevated blood pressure and other NCDs are driven by the obesity crisis. 5 Other countries in the SSA region are experiencing similar increases in obesity-related diseases, symbolic of countries moving through an epidemiological and nutrition transition. 4 South Africa, like most SSA countries, is experiencing rapid urbanisation, with those migrating to urban centres adopting lifestyle behaviours such as sedentariness and increased consumption of processed foods are acknowledged to be associated with obesity. 6 Context-appropriate strategies are still needed to address obesity and the increasing risk of related NCDs.
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improve cardiorespiratory fitness and lower body mass index (BMI). 7 The main aim of this study was therefore to determine if an intervention of walking, a primary form of physical activity amongst African populations, could influence the body composition and blood pressure of a cohort of African women employed at a rural-based South African university. 8 A second aim was to determine whether this walking intervention could influence body size perception of the cohort as evidence suggests acculturation towards leanness amongst African women.
9

Methods
This randomized control trial was conducted at the University of Venda, located in the Limpopo province, South Africa. Permission to conduct the study was given by the Human Research Ethics Committee (medical), University of the Witwatersrand (ethics certificate number: M160518). The initial screening included 394 eligible women, aged ≥18 years and employed at the university, 132 of women signed a written consent and agreed to volunteer to participate in the study. Pregnant, illiterate or injured women were not included in this study. The list of recruited women were given to research assistants to conduct distance randomisation of participants into a control (n=66) and intervention group (n=66). Thus, the researchers were blinded to the assignment sequence, as the research assistances allocated the participants into either the intervention or control group. 10 The intervention group underwent a 12-week, supervised walking programme, 3 days/week, and 30 minutes per exercise session, during the common lunch-time period to avoid disrupting usual work activities. The control group did not receive any treatment during the 12 week trial period.
Socioeconomic status
A self-reported questionnaire was used to determine education status (completion of high school, work-type (academic, administrative, or other (e.g. maintenance, security guard, cleaner, and healthcare). Monthly income was also self-reported. Using an accepted measure of socioeconomic status (SES), individual ownership of household assets was used as the primary measure of SES.
11 These included ownership of the following 11 assets, ranked according to value: (11) motor vehicle, (10) satellite television, (9) electricity, (8) internet subscription, (7) mobile phone, (6) telephone, (5) television, (4) washing machine, (3) refrigerator, (2) computer/laptop, (1) radio. A total SES score was generated from these household assets by adding the scores from the 11 items to determine a score out of 66.
Measurements
Body mass was measured using a digital scale to the nearest 0.01kg (Seca, Hamburg, Germany). Stature was measured using a stadiometer (PHR, USA) to the nearest cm. Body mass index (BMI) was calculated as weight (kg)/ height (m) 2 . Waist and hip circumference (cm) were measured while standing, arms at the sides, feet together and abdomen relaxed. Waist-to-Height ratio was calculated. Systolic and diastolic blood pressure (BP) was measured on the right arm with the participant in a seated position using the Omron BP monitor (M6, Europe). The average of the latter two of three measurements was recorded after the participants had rested for at least 10 minutes.
The Global Physical Activity Questionnaire (GPAQ) was used to determine moderate-to-vigorous physical activity (MVPA) and estimated sedentary behaviour (or sitting time). The GPAQ has been previously validated for use in the South African context. 12 Body size dissatisfaction was determined using a validated tool with nine silhouettes reflecting underweight to morbid obese African women. Participants were asked to point out the image that most closely matched how they perceived themselves, followed by a request to show their ideal body silhouette. A 'feel' minus 'ideal' score was determined using these scores, with a negative score indicating a desire for a larger body size, a positive score signifying a desire to be thinner, and a zero score illustrating that participants were content with their body size. These outcomes were measured in the participants at baseline and follow-up.
Walking intervention
The participants in the intervention group were required to attend the walking programme on a weekly basis from 09 January to 31 March 2017. The nature of programme was based on previous evidence highlighting that walking is common amongst African populations and adds more to accumulated weekly MVPA than occupation-and recreation-related physical activity. 5 Using treadmills (Jkexer Sprint 9875A), the walking intervention took place during lunch breaks at the Human Movement Sciences gymnasium, University of Venda. Further, given the limited time
venue and change into appropriate clothing. Participants' resting BPs were measured on arrival followed by a period of light stretching before starting the 30 minute walking programme. A moderate intensity was ensured by walking speed (5 to 5.5 km/h), rating of perceived exertion score of 4 to 8/10, and gradient (0.5 -1.5 degrees) throughout the intervention. The participants were monitored throughout the activity for any exaggerated physiological changes (including increasing angina, drop in systolic BP >10 mm Hg from baseline, fatigue, dyspnea, wheezing, leg cramps) by qualified research assistants. Hydration with water was encouraged and the ambient room temperature was kept at 18 degrees Celsius.
Statistical analysis
Data was analysed using Stata 14 (StataCorp, USA). The Shapiro-Wilks test was used to test for normality in the continuous variables. Paired t-tests or Wilcoxon matched pairs tests were used to determine intra-group differences between baseline and follow-up anthropometry (BMI, waist and hip circumference, and WHtR), BP (systolic and diastolic BP), and MVPA and sitting time. Inter-group differences in anthropometry, BP, MVPA, and sitting time were tested using Independent t-tests or Mann-Whitney U-tests. Using the pre-test blood pressure and anthropometric measures as covariates, analysis of covariance (ANCOVA) was used to determine the differences in absolute changes of BMI, waist, and BP between the control group and intervention group.
Results
The participants who dropped out of the intervention group (n=17) during the study The final sample included 115 (49; 42.6% intervention group) participants, with the mean age of the women in the control group being younger than those in the intervention group (44.4 ± 11.5 and 37.4 ± 8.78 years respectively, p=0.0003). Most of the of the study population were in the moderate socio-demographic stratum as reflected by the SES score, ranging from 17 to 66, 47.4 ± 12.7 in control group and 47.6 ±13.9 in the intervention group, respectively. The occupation types included academics (45.5% vs 36.7%, control vs intervention groups), administrative roles (30.3% vs 28.6%), and a group composed of security, maintenance, cleaning, and healthcare staff members (24.2% vs 34.7%). At baseline 83.3% of the control group wanted to be leaner compared with 83.7% in the intervention group, p=0.96; 4.6% of the control group were content with body size compared with 12.2% of the intervention group, p=0.13; and 12.1% of the control group wanted to have a larger body size compared with 4.08% of the intervention group, p=0.13.The follow-up body size dissatisfaction scores in the control and intervention group were as follows: wanted to be leaner: 87.9% vs 83.7%, p=0.52; content with body size: 4.6% versus 12.2%, p=0.13; and wanted to have a larger body size: 7.58% vs 4.08%, p=0.13. Table 1 shows that differences between the control group and intervention group were observed for baseline and follow-up MVPA and sitting time, and only follow-up systolic BP, diastolic BP. The absolute changes for BMI, waist, systolic and diastolic BP of the intervention group were significantly lower in the control group compared with the intervention group. The BMI and waist of the control group increased (+1.10and +1.80, respectively), and decreased in the intervention group (-0.80 and -1.50, for BMI and waist, respectively). The systolic and diastolic BP of the intervention group decreased (-4.00 and -2.40, respectively), and increased in the control group (+5.00 and +5.00, for systolic and diastolic BP respectively). The increase in MVPA was higher in the intervention group compared with the control group (+165 vs -3.5, respectively). The sitting time of the control group was increased by 120 mins/day, while no change in sitting time was observed in the intervention group. 
Discussion
The main finding of this experimental study was that those women who engaged in the 12-week supervised walking programme had lowered BMI and waist circumference, in addition to experiencing decreased blood pressure. In comparison, the women in the control group experienced increases in blood pressure and anthropometry, possibly due to acute changes in eating behaviour and stress. 13 The sitting time of both groups did not change during the study, however the MVPA of the intervention group increased significantly, which is a likely consequence of involvement in the walking intervention. Future studies need to determine the sustainability of walking programmes amongst African women.
The body size dissatisfaction findings support those of other studies which show that the majority of contemporary African women want to be thinner, 9 as opposed to earlier studies showing that populations were more attuned to favouring larger body frames. This suggests the readiness of employed African women for accepting strategies to improve body weight. Further, our data supports the idea that the required physical activity for optimal health outcomes and the prevention of early cardiometabolic morbidity can be attained through a lifestyle of structured walking performed at moderate pace by using the broadly accepted rating of perceived exertion scale. 14 Strengths of this study include using a feasible intervention to address obesity and elevated blood pressure in employed African women. A limitation of the study 15 includes the use of self-report questionnaires for physical activity, however, given the limited access to objective measurement tools, validated tools will continue to be utilised in the SSA region. 9 A convenient sample of female university employees who had free access to the gym and exercise equipment may limit the generalizability of the study findings. Menopausal status was not determined in this study, thus restricting the comparison of BMI, waist circumference and BP across peri-and post-menopausal women.
In African women experiencing acculturation toward thinness, walking for exercise is an effective tool for lowering BMI, waist circumference, and lowering blood pres-sure in employed African women. Further study is needed to investigate whether the walking programme used in this study is sustainable and scalable in the midst of epidemiological transition in SSA countries.
